Is Borderline Personality
Disorder Serious Enough to be Called Serious Mental Illness? Asim A. Shah, MD H istorically, the term "serious mental illness" (SMI) invariably referred to the following diagnoses: bipolar disorder, schizophrenia, and severe depression; these conditions have a particular level of severity and are well studied and discussed. In this issue of Psychiatric Annals, we explore the background of various definitions of SMI and how borderline personality disorder (BPD) should be classified as an SMI based on the definition from the National Institute of Mental Health. Also, we explore how BPD can develop into an SMI that would make early diagnosis and treatment imperative.
BPD is among the most common challenges seen in mental health care; it affects 1 in 5 psychiatric outpatients. 1 Although the condition usually emerges between puberty and young adulthood, diagnosis and treatment is often delayed until late in the course of the illness, leading to more significant functional impairment and limiting treatment efficacy. 2 BPD is now understood to be a unitary construct across the lifespan with a rise in pathology in the pubertal period that subsequently wanes from early adulthood onwards, partly due to maturation and socialization. 3 Furthermore, it is now known that disruptive behavior, attention disturbances, and emotional dysregulation in childhood conditions such as attention-deficit/hyperactivity disorder, oppositional defiant disorder, substance use disorder, self-injury, anxiety, and depression can all be precursors to an emerging diagnosis of BPD. 4 Beginning with childhood and early adolescence, patients with current or emerging BPD present many distressing symptoms that fit the criteria of SMI. These include frequent and persistent depression (with suicidal ideation and attempts), stress-ful peer interactions, intense negative affect and aggression (especially in girls) and auditory hallucinations that are indistinguishable from patients with schizophrenia. 5 BPD is more common in women in clinical settings. 6 This difference was attributed to the fact that more women seek treatment as compared to men. 7 However, according to an epidemiological survey, the lifetime prevalence between men and women was about the same in community settings. 7, 8 The prevalence of BPD may decrease in older patients. 6 Because of symptom overlap, differentiating biploar disorder (BD) from BPD poses a diagnostic challenge for mental health providers. However, given that the treatment for each of the disorders varies, with the most efficacious treatment for BD being pharmacological and for BPD psychotherapeutic, accurate diagnosis is pivotal for optimal prognosis. To help aid in diagnosis, providers may begin with a brief screening. For BPD, the McLean Screening Instrument for BPD has been found to be specific and sensitive to identify BPD at a cut-off score of 7. 9 There are no FDA-approved medications for BPD; however, there is evidence for symptom alleviation with certain agents. Furthermore, BPD requires high utilization of Guest Editorial treatment services, causing high direct and indirect costs. 10 In my view, BPD should be considered as an SMI according to the definition from the Center of Mental Health and Services. BPD affects the social, interpersonal, and medical trajectories of people who are affected. Addressing the stigma and countertransference issue associated with this condition is imperative in early detection and for appropriate referral and treatment, which are necessary to improve engagement with the health care system and to improve outcomes.
